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A  49-year-old  female  was  admitted  following  ventricular  fibrillation  associated  cardiac  arrest  with 
return  of  spontaneous  circulation  (ROSC)  with  advanced  cardiac  life  support.  Past  medical  and 
surgical  history  was  notable  for  bilateral  cataract  removals  over  the  preceding  year.  Family 
history  was  non-contributory.  Workup  for  the  arrest  was  unremarkable  including  computed! 
tomography  (CT)  of  the  pulmonary  arteries,  left  heart  catheterization,  and  ventriculography!  Her 
initial  course  was  complicated  by  newly  diagnosed  dilated  cardiomyopathy  with  reduced  ejection 
fraction,  ventricular  tachycardia,  and  cardiogenic  shock  requiring  venous-arterial  extracorporeal 
membrane  oxygenation  (ECMO).  Given  concern  for  myocarditis,  a  myocardial  biopsy  was 
performed  and  negative  for  inflammatory  changes.  After  discontinuation  of  ECMO,  neurology 
was  consulted  due  to  failure  to  wean  from  the  ventilator.  Initial  exam  was  significant  for  bilateral 
temporal  wasting  and  ptosis  with  subtle  percussion  myotonia  of  the  left  thenar  eminence.  She 
had  no  volitional  movement  of  her  extremities  and  reflexes  were  hypoactive. 
Electroencephalogram  and  magnetic  resonance  imaging  of  the  brain  were  unremarkable  fcir 
seizure  activity  or  evidence  of  anoxic  injury,  respectively.  Given  the  findings  of  bilateral  ptosis, 
possible  percussion  myotonia,  temporal  wasting,  recent  cardiac  arrest,  and  early  cataracts,  a 
workup  for  myotonic  dystrophy  type  I  was  pursued.  Nerve  conduction  study  and 
electromyography  (NCS/EMG)  did  not  demonstrate  myotonic  discharges  and  was  only 
remarkable  for  reduced  amplitudes  of  the  left  median  and  ulnar  motor  studies.  DMPK  gene 
analysis  was  negative,  with  only  12  CTG  repeats.  Follow  up  CNBP  gene  analysis  for  myotonic 
dystrophy  type  2  (DM2)  was  also  negative.  The  patient’s  mental  status  and  clinical  state 
improved  and  she  was  discharged  to  a  rehabilitation  facility  after  placement  of  an  implantable 
cardioverter  defibrillator  2  weeks  after  initial  consultation.  The  patient  returned  for  further 
evaluation  after  recovery  from  her  acute  illness  and  repeat  clinical  exam,  EMG/NCS,  and 
ultimately  genetic  testing  confirmed  the  underlying  diagnosis. 


